Since trachoma responds to some antibiotics and sulphonamides that have been available for a generation, it has been assumed that it would by now have undergone the same precipitous decline in prevalence as syphilis and tuberculosis. The areas in which this happy expectation has been borne out, however, are only those that have enjoyed economic development (Assaad, MaxwellLyons, and Sundaresan, I969; Blagojevic, Savic, and Litricin, 1973) . For example, we found only 30 cases of active disease among 2800 schoolchildren recently surveyed for trachoma in Tunis. In contrast, the examination of children of the same age in a southern Tunisian oasis uncovered active trachoma in 85 per cent (Dawson, Daghfous, Messadi, Hoshiwara, Vastine, Yoneda, and Schachter, I974) .
This continuing high prevalence in economically undeveloped areas poses an especially grave public health problem which is disguised by the simple statement of overall prevalence rates. Because of widespread general improvement in public health programmes there has been an enormous increase in the number of people aged under I5 years, and it is this age group, burgeoning in rural areas affected by trachoma, that harbours the seeds of a future dramatic increase in blindness. This is preventable blindness, however, since active infectious trachoma responds to sulphonamides, the tetracyclines, and erythromycin. For this cogent reason the disease should now be vigorously attacked in undeveloped rural areas, where it continues to be both endemic and severe.
The study reported here was undertaken to quantify the prevalence of trachoma and its sightthreatening sequelae in two rural populationsone just beginning to develop economically, the other still with a traditional rural economy. The pattern of trachoma and its visually disabling lesions in these communities is probably characteristic of its pattern in endemic areas the world over. Information on the intensity and disabling complications of the disease in such communities is essential if the success of treatment is to be judged with any accuracy and if programmes are to be developed that yield the best results within the limitations of the available economic and human resources.
Population and methods
Two oasis villages in southern Tunisia were selected. One of them (Chott Sidi Abdel Sellem) was near a large town in which the pace of economic development had been accelerating for the five years before this study was undertaken. The second village (El Golaa) was a pre-Saharan oasis whose economy was based on traditional agriculture-the cultivation of dates and vegetables on irrigated land. The climatic and certain demographic features of the two villages are summarized in Table I . Many of the men from both villages worked in other parts of Tunisia or in Europe and usually remitted part of their earnings to their families. Most of the houses were constructed of earth and (Huet, 1958; Vastine, Dawson, Daghfous, Messadi, Hoshiwara, Yoneda, and Nataf, I 974a The prevalence of trachoma in the two Tunisian villages showed that about half of the children in Chott were infected before age 2 and that the prevalence of active disease declined steadily to age I5 (Fig. i) . While all persons over I 5 years of age in Chott had had trachoma in the past, only about 8o per cent of those from 2 to I5 years had been affected, and in children under age 2 the prevalence of trachoma, both active and healed, was even lower. In a series of chemotherapy trials carried out in a village near El Golaa chemotherapy only temporarily suppressed the inflammatory disease in 6-to 9-year-olds (Dawson and others, 1974;  Dawson and others, I975). In treated patients, however, there was a four to tenfold decrease in the prevalence of chlamydia-positive smears in the various intensity groups (Table IV) . Thus antibiotic treatment may reduce the transmission of the agent more than would be expected from its clinical efficacy.
DISABLING LESIONS
Active trachomatous inflammation of the conjunctiva may progress to irreversible conjunctival and corneal scarring that threatens blindness and to corneal scarring that actually causes visual loss (Fig. 5) . Conjunctival cicatrization first manifests itself as linear scars (Fig. 6 ), but in severe cases the lid margins become distorted and abrade the eyeball and cornea either with individual cilia (trichiasis) or by the whole inturned lid margin (entropion) (Fig. 7) . The cornea, which in agricultural communities is already often exposed to minor trauma and foreign bodies, may thus be subjected to constant abrasion by the inturning eyelashes. Diffuse scarring of the conjunctiva also reduces the aqueous and mucous components of the tears and in this way produces a relatively 'dry eye'. Without an adequate protective tear film minor corneal abrasions may easily become infected and lead to corneal ulceration, scarring, and loss of vision (Fig. 7) .
In this study trichiasis or entropion, or both, and the severest grade of conjunctival scarring were considered to be potentially disabling, and severe central comeal scarring (grade 3) was considered to be actually disabling. Severe corneal scarring rarely occurred in the absence of trichiasis/ entropion or severe conjunctival scarring. The presence of potentially or actually disabling lesions increased sharply at 20 years of age in both villages (Fig. 8) . In Chott there was a slight increase in potential disability at age 45 and an increase in actual disability at age 40. In El Golaa potentially disabling lesions appeared in some 5-to io-yearolds, increased in incidence up to age 30, and affected 35 per cent to 45 per cent of the population after age 30. Severe corneal scarring occurred early in El Golaa, affecting a significant proportion of persons by age 25 and increasing dramatically (Fig. 8) .
Although the incidence of disabling lesions increased to age 35 in both villages, acute inflammatory disease almost disappeared by age 15 (Figs 3 and 4) Since most of the inflammatory disease was in children under io years of age the distribution of trachoma intensity in this age group was evaluated in population subsamples (Fig. 9) others, 1974a, 1974b Thus no single factor was clearly associated witlt disease intensity, although crowding and th; water supply could have played some role. Th high correlation of the disabling lesions of trachomw ith poor housing and an inadequate water suppl suggests that the most severely affected individual are probably the poorest members of the community
CONTROL MEASURES
The major efforts currently under way for th control of trachoma consist of, first, a mass anti biotic therapy programme among schoolchildret in the first and third school years. In endemii areas, like Chott and El Golaa, two application: of chlortetracycline ointment are made daily fo: five consecutive days each month from January t( June. Secondly, a three-day conjunctivitis contro programme ('anti-Mrad') each October when at effort is made to treat all the children in the countr with chlortetracycline ointment.
In a series of controlled therapeutic trial reported elsewhere (Dawson and antibiotic-and boric-acid-treated children. On the other hand, the prevalence of detectable trachoma agent was less than would have been expected in disease of such intensity (Table IV) . Thus, while the effect of treatment on the clinical course of the individual case was apparently transitory, antibiotic therapy reduced the prevalence of demonstrable agent and thus probably the transmission of the disease in the community.
Discussion
In these studies the intensity of trachoma in any one individual tended to remain relatively stable. The degree of intensity might be expressed as a stochastic process determined not only by microbial pathogens but also by environmental and host factors (Fig. io) (Hoshiwara, Ostler, Hanna, Cignetti, Coleman, and Jawetz, 1973) . While newer methods of drug delivery to the eye such as the Ocusert device (Richardson, 1975) may result in a dramatic breakthrough in treating the active disease, the administrative framework of the control programme should also be improved so that preschool children could be treated and the efficacy of the control measures could be assessed regularly. 
Summary
In two villages in southern Tunisia where trachoma was endemic 7 per cent and I4 per cent of adults respectively had visual acuity of 20/400 or less. In both villages active trachoma affected most children under the age of two, reached a peak in two-to five-year-olds, then declined to age I5. The chronic inflammatory disease in childhood appeared to produce irreversible scarring of the eyelids, and loss of vision occurred in adult life due to corneal scarring caused by inturned eye lashes and loss of tears (dry-eye syndrome). Economic development in one village was associated with a decline in active, infectious disease. In the second village, whose traditional economy was unchanged, there was the same prevalence of active disease over a three-year period.
Unless economic development or public health control programmes reduce the prevalence of severe and moderate trachoma children now affected will develop the same blinding lesions as their parents. With the increasing numbers of children who survive there will probably be a dramatic increase in the numbers of the blind from trachoma in IO to 20 years. Since active inflammatory trachoma in childhood responds to tetracyclines, erythromycin, and sulphonamides the disease should be attacked in those undeveloped rural areas where it continues to lead to blindness.
